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PrErix {EaChErCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AtrTiae SHOULD B coubiion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0) THE APPROPRIATE DATE
DEFICIENC'Y}
F 000 IN[T'AL CDMMENTS F 000 : This Plan of Correction {POC) has been
developed in compliance with State and
A recertification survey and investigation of : f:;’fé:'u'::ﬁ‘:."?.i‘::;ﬂ’.:"; plan affirms
cumplafnts %8090‘ #38243' and #38294' were l Rehabilitation’s intent and allegation of
completed on Fabmary 23, 2016' ?t Chureh Hill compliance with those regulations. This
Care and Re_hab Center. Ne deficiencies were FOC does not constitute an admission or
cited in reiation to complaints (#38080 and concession of elthar aceuracy or factua)
#3&294) under 42 CFR Part 483, Requlrements allegation made In, or exlstenca, or
for Long Term Care Facilities, scope of significance, of 2ny cited
defiviency.
AMENDED 3/10/16 to clarify restdent number inf
318,
F157
AMENDED 3/24/18,
F 157 483.10(b)(11) NOTIFY OF CHANGES F157| A Whhrespect o the specific 3/13/16
88=D [ (INJURY/DECLINE/ROOM, ETC) Residents Clted:
A facility must immedisately inform the resident; : Res'ge"rs physician and family were
consult with the resid ent's » notified of an allegation of abuse for

physician; and if
known, notify the resident’s fegal repressntative
or an interested family membar when there is an
aceldent invalving the resident which resuitg In
infury and has the polential for requiring Physician
Intarvention; a significant thange in the resideni's
physical, mental, or paychosocial slalus (ie,a
deterioration in health, mental, or psychosocia)
status In ejther life threatening conditions pr
clinical complications); a need to alter treatment
significantly (i.e.. a need to discontinue an
existing form of treatment due to adverse
consequences, or te commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as spacified in

§483.12(a).
The facility must alsg

promptly notify the resident
and, If known, the resident's legal representative
ot interested family member when there Is a
change in room or raommate assignment as

! resident #107, #146, and #92 by the

DON/ADON/ designes. Residents were

- assessed by the nurse at the time of the
alleged abuse and no isstres were
identified.,

8. With Respect to How the Facllity will
dentify Resldents with the Potentlal
for the ldentified Concern and Take
Corrective Action:

Residents have the potential to be
. affected by the deficient practice
. allegatlon of failure 1o follow facllity
! standards regarding resldent rights and
i allegations of abuse and neglect. An
© pudht of residents’ concerns regarding
I resldent rights and abuse/neglect wag
I done by Administrator and Reglonal
+ Director Clinical Operations {RDCO) gn

IORATOR ] VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

*

I

OR

{X6) DATE J

0311772016

whother or nol s plan

of survay
& documents are mads avaliable

& following the dale thes
wram participation,
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{Xa) 1D SUMMARY STAYEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 15}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AETION 8HOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG BROSS-REFERENCED TQ THE APPROPRIATE ATE
DEFICIENCY)
2/22/16, any Tssue was proparly
F 157 | Continued From page 1 F 187 | documented and addressed per Facility
specified in §483.15(e)(2): or a change in : standards through the Grievance
resident rights under Federal or State law or process and/or investigative process
regulations as specified in paragraph (b)(1) of * when allegatlon presented.
this section,
Facillty staff was re-educated on facility
The facility must record and periodically update standards regarding resldent rights and
the address and phone humber of the resident's allegatlons of abuse, timely notification
legal representative or interested family member, of physician and family, and resident
rights by the Nirrse Educator and DO
on 2/20/16 through 2/22/16, including
This REQUIREMENT Is not met as evidenced the ADON, W, Unit Manager #2, chas,
by: including CNA #3 and LPNs, including
Based on facility policy review, medical record | LPN#1, Ucensed stasf wil be re.
revisw, review of facility investigation and { educated by the Nurse
interview, the faoility failed to nolify the Physician ; Educator/designee regarding the
and famiies of an allegation of abuge in a timely ! ampropriate steps to be followed for -
mannar for 3 rasidents (#1 07, #146 and #92) of 7 ! reporting aflegations of abuse, including
residents reviewed for abuse of 35 sampled ' notification of physician, family per
residenis.  faclity polley by 03/16/16,
The findings included: C. With Respect to What Systamic
Measures have been putin placa te
Review of the facilily poficy Abuse Prevention address the Stated Concern,
Standard, revision date of 9/2015, revealad
“...The administrative or nursing supervisor Residents’ rights and allegations of
assumes responsibilily for immediate nolification sbuse/neglect will be addressed
of the Administrator and the Director of Nurslng, according to facllity standards, including
by phone if necessary, and also nolification of the documentation of the concern and
appropriate department headﬁamnyffeslmnﬂble appropriate follow up and resolution.
parly..” By 03/16/18, facility staff was re-
educated by the Nurse Educator [NE)
Medical record review re_vealed Residqnl #107 and/or designes on resident rights and
was admitted to the facllity on 411114 with a abuse/neglect. Education Included how
readmission date of 1/29/18 wilh diagnoses t report concerns; a review of policy to
inciuding Diabetes, Anemis, Heart Failire, address, investigate and resolve the
Chrenic Obstructive Pulmonary Disease, Major concerns, and what to do if a concern is
Depression, Panic Disorder, Presence of Cardiac not addressed in a timely manner sftes
Pacemaker. Atiial Fibrillation and ResP&atDry it Is reported. Newly hired staff receives
Faliure.
ORM CMS-2567(02-99) Previous Versionz Obsolete Event ID: P3Z011 * Faclly 0 TN3701 If continuation sheet Pags 20129
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F 157 Continued From page 2 F 157 " education on resident rights and
' abuse/negiect during the orientation
! process ang at least annuaily. The

Review of a witness
4:40 PM, revealed Resident #107 had
an allegation of abuse to the Assistani
Nursing (ADON) during an interview
another resident’s
facility. Continued
[Certiflad Nursing
there playing their
movernent...) have
hairspray + (pius)
would come in

was angry.,."

revealed the facility nofified
physician about the resident's missing

resident [Residant &1
‘someone hag taken’
properly...resident [stated] the alleged
occurred 2-3 weeks agop...”

dated 2/23/1@ and

allegation of staff

[Resident #107's
reports of missing items and
by staff Action: Infermed him
being replaced and management was
to follow up on

thls time..."

Statement dated 2/1/18 at

regarding
aliegation of abuss at the
review revealed ", They
Assistants] (CNA) stayed in
games while | lald in my bowel
cologne, deodorant, & {eng]
cold cream missing & [CNA's]
here + [and] help theirself 10 my
stuff just ke they were @ [atlhome...Ons airt was
taking my picture, while ) was using the pot...|

Medical record review of a Physician Netification
Progress Note dated 2/22/18 and imed 3:41 P,
the resident's

(21 days later “...Data:fyi [for your Information]
07] has made allegation thai
some of her personal

Medical record review of o Saocial Services Nots
fimed 8:40 AM, revealed the .
facflity notified Resident #107's husband
regarding the allegation of misging properly and
members taking pictures of hey
(22 days fater) "... Data : Phone call with...
husband) regarding resident’s
pictures being taken
that items were

report of plcture, He gave verbal
understanding and didn't EXpress any concems at

reported
Diractor of

properly

incident

continuing

| DON/designee will conduct daily audits

i by reviewing the 24 hour reportand any
Grievance/Cancern in to the Maming
Meeting using the audit tool, QAP
Pally Focused Rounds Form® to
document any lssues and then initiate
actions required to ensyre the deficient
practice does not reoccur. Audits will be
conducted dally for four waehs, then
three times a week for four waeks, then
weekly for four weeks, then randomly
thereafter,

! D. With Respect to How the Plan of
Corrective Measures wil) be monitored:

i Resident Brievances, concerns or any

' allegations of abuse/neglect are
immediately reported to 3 supervisor
and documented by stajf receiving the
altegation and then those allegations
are monitored and discussed Monday
through Friday in the morning meeting
by the facility Administratar (ADM)
Social Services Director and DON. The
Weekand Manager on Duty and/or
Charge Nurse will immediately report
any allegation of abuse reparted gn the
weekend to the DON/designee and

" Administrater for timely investigation

and reporting to aeeur. Concerns are

immediately reviewed by the

i Administeator for appropriate corrective

{ actions. The DON/designee reviews the
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. cancern 1o determine if they have been
F 157 Continued From page 3 F 157 + Properly documented and investigated

Medical record review of a Physician Nofification
Progress Note dated 2/23/18 and timed 9;:11 AM
revealed the facility notified Resident #107's
physician regarding the resident’s aliegation of
abuse {22 days later) ™., resident alleges that
Someone ook pictures' of her white she was in
her roomn.. *

iInterview with the Soclal Service Director on
2/23/18 a1 9;38 AM, In the Sociat Service office,
confirmed the Socia) Servise Director was
informed by the Administrator on 2/23/16 to cail
and notify Resident #107's familly of the allegation
of abuse,

Inlerview with the Administrator on 2/23/18 at
10:00 AM, in the Administrator offiee, conflrmad
the facllity had interviewed resident #107 and

were aware of the allegations of abuse on 2/1/18.
Continued interview, confirmed the facility failed
to notify the residents family and physician in &
timely matter,

Medleat record review revealed Resident #148
was admitted to the faclity on 2/4/18 with
diagnoses inciuding Difficulty in Walking, Muscle
Weakness, Altered Mental Status, Dementia
without Behavjoral Disturbance, and Diabetag
Meliitus Type 2.

Medical record review of 5 Physician Notification
rote dated 2/23/18 and timed 9:14 AM revealed,
"...resident alleges thal staff was ‘rough' with her
in the shower room and ‘threw" her up agalnst the
wall incldent allegedly oceurred approximately 3-4
weeks ago,.."

Review of a facllity investigation dated 2/1/16

- abemancy reported has interventions

- deficient practice does not recur, The

and if it needs to be reported per state
and facility standargs, The ADM/DON
is responsible for reporting any incident
that fits the state protocol for reporting
to the state 2gency. The ADM/DON also
report the results of the
incidents/investigatiuns review to the
Guality Assurance Performance
Improvement {QAPH Committee made
up of the Medical Director, rehab
manager, sacial services directar,
dietary/registered dietician, activities
director, DON, ADON, unit managers
from nursing, resident financjal
coardinator, restorative nurse, medicaf
records director, gr designated
subtommittee. QAP meetings occur
monthly, The facility Administrator will
chalr the qapt committee. Apy

developed and apprapriate actions
taken by the ADM/DON in conjuncticn
with the QAR Committee, This Inctudes
but Is not limited 1o in-services for the
approgriate staff, a raview of facility
standards that relate 1o the aberrant
practice, tracking/trending of concerns
to identify root cayse factors and
implement Preventive Interventions and
Ongoing monitering to assure the

ADM/DON in conjunction with the QAP:
committee also reyiaws facility
standards that relata 1o the aberrant
practice and completes ongoing
Mmonitoring to assure the deficient
practice does not recur. When current
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: = interventlons are not producing the
F 187 Contlnued l‘rcm' bage 4 F 157 desired outcome or resolution to prior
revealed the facility initiated an investigation Issues, the ADM/DON In conjunction
relaled to an aliegation of abuse by Resident with the GAP! committee develop
[1]
#148 -..resident reportad 1o CNA, In shawar alermate interventions Including
room, that other CNAs were too ioud & rough with employee training programs, employee
hgr. Dept [Department Manager] on duty spoke competency testing for compfiane,
with resident and resident stated that two stalf are until the desired autcome Is achiewad
rude and tell her she can't talk to others. States that allincidents are investigated
won't take her to the hathroom.. took her to chmughlv o re;: ne?tofhe atate
bathroom and seraped her am..." Continued
review revealed, ”p; Was the resident's agency per facility standards/state
physleian notfied...not necessary or feasible...10, requirements,
Were there other notifications...family...not
hecessaty or feasibla,.."

Inferview with the Adrministrator on 2/23/18 at
342 PM, in the Administrator's offie, confirmed
the facility failed to notify Reslident #148's
physician of the abuse allegation until 2/23/1¢ (22
days latar). Continued interview confirmed the
faeility had failed to notify the resident's family of
the allegation of apuse,

Medical record review teévealed Resident #92 was
admitted to the facility on 11/6/13, wih diagnoses
including Dementia, Cerebra) Artery Occlusion
with Infarct, Anxiety, Seizures, Depressive
Disorder, and Dysphagia.

Record review of the facility investigation incident
report dated 2/16/18, revealed on 2/7/18, CNA #3
was feeding Resident #02 her breakfast and
Licensed Practical Nurse (LPN) #1 was present jn
the room. Confinued revigw revealed Resident
#92's daughter was standing outside of the
resident’s room fistening to what CNA#3 wag
saying to her mother. Continued revisw revealed
both LPN #1 and the daughier haard Resident
#92 tell CNA#3 "no” when offered another biie of
food but CNA #3 continued to spoon food info the ]

ORM CMS-2567(02-70) Previous Varalone Obsclats Event ID: PEZR1 Fecility ID: TN3701 if continuaton sheet Page 5of2p
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{X4) D SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION
PREFiX {EACH DEFICIENCY MUST BE PRECERED BY FuLL PREFTX {EACH CORRECTIVE ACTION SHOULD BE coMPLEnoN
TAG REGULATCRY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE Date
DEFICIENGY)
F 157 { Gonlinued From paga 5 F 187
resident's mouth. Continuad review revealed the .
LPN ohserved the incident and did not attempt to ‘
stop the CNA, from continuing to feed Resident ’
, #92, :
Interview with Registered Nurse Unijt Manager %2 i
on 2/22/16, at 4:50 PM, in the tonference room, i
confirmed the occurrence happened on 2/7/18, |
was reported to the Administrator on 21816, and
the resident's Physician was not rotified untjj
2/10/16, when he was in house making rounds,
F 226 | 483.13(s)(1 JD-(ii), (e)(2) - (4) F 228 F225 | 3/18/16
S8=D INVESTIGATEIREPORT |
ALLEGAT]ONSHNDlVIDUALS A. With respect te the Specific l
Residents Gted:
The Tacility must not employ individuals who have  Resldent #207’s altegation of abuse was l
been found guilty of abusing, neglecting, or Investigated and reported to the Dapt. !
mistreating residents by a court of law; or have of Health, 0n 2/19/16 by the !
had a finding entered into the State nurse aide Administrator. Facllity staff conducted ]
registry concemning abuse, neglect, mistreatment 3n investigation regarding resident H
of residents or mlsappropr{al!on of thelr property; #107's reports of missing persanal ftems
and report any k-nnw!edge it has of actlions by a and findings resulted in reimbursement
court of law against an employee, which would of missing items and concluded the
indicate unfitness for servieg as a nurse aide or investigation on 2/26/6, The allegation
other facility staff to the State nurse aide registry of abuse was unsubstantizted and fyuy
or hcensmg authorities, . Yeport sent to the Dept. of Heaith on
g 14, i ’ i
The facility must ensure that all alleged viclations :éiie wa2:519‘::’::;:;:::3::;" of
involving misb’eatmem' neglsct, or abuse, Administrator and ADON and found
'“F'"ding mjur.ies of unlfnown Source and unsubstantiated and reported to the
misappropriation of resident property are reported Surveyor on the day of the survey
Imimediately to the admintstrator of the facility and 2/16/16 by the Admin
to other officials in accordance with State law ' :
through established procedures {including to the B. With Respect to How the Facllity wi
. by will
State survey and certification agency), dentify Residents with the Potential
The facility must have evidence that all alleged 2::;':3;“::_‘“““’“ and Yake
violations are thoroughiy Investigated, and must :

ORM CMS-2667(02-96) Fravious Versions Obstlots Evenl ID: 82611 Faclky 1D: TNI701 If contintiation ¢host Page @of28
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prevent further potential abuse while the
invastigation is in prograess,

The resuits of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordanca
with State law {including to the State survey and
cerfification agency) within 5 warking days of the
incident, and if the allegad violation la verified
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced
by;

Based on facility policy review, fecllity
investigation review, medical recard review, and
interview, the facility failed to Initiate an abuse
investigation for 7 Resident (#107) gnd failed 1o

report an allegation of abuse o the State Survey

Agsncy for 1 resident (#148) of 7 residents
reviewed for abuse of 35 sampled residents,

The findings Included:

Review of the facility policy, Abuse Prevention
Standard, revision date 9/15, revaaled ¥, All
alleged violations Invelving mistreatment, abuse,
or neglect will be thoroughly investigated by the
faciity under the direction of the Administrator
and in accordance with state and federg| law...An
immediate investigation into the alleged incident,
during the shift if {it] occurred on, is initlated as
follows: Follow up and investigation rasuils are
completed.., polloy time Zone and by appropriate
personnel.. IMMEDIATE RESPONSE: An incideni
report is to be completed, to include the wrilten
summary of the invesligation and facility actions ‘
taken..."

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {N5)
FREEM {EAGH DEFICIENGY MUST 8E PRECEDED BY FULL PREF|X {EACH CORRECT IVE ACTION SHDULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCT)
' Residents have the potential to be
F 225 | Continued From page 6 F 225 © affected by the deficient practice

allegation of failure to foltow facility
standards regarding reporting
allegations of abuse and neglect. An
audit of residents’ concermns regarding
resldent rights and sbuse/neglect was
done by the Administratgr and RDCO on
2/22/16, any issue was properly
documented and addressed per facility
policy through proper documentation
on the Grievance Log andfor
documented investigative process when
allegation presented, A review of Fast
Alert Reports, Resident Cancerns Forms
and the Grievance Log was performed
by the Administrator and RGCO on
2/22/16 1a check for any aliegations or
cancerns that showld have been
investigated and/or reported. No other
Issues were identified, The DON/ADON
and ADM were re-educated on
Investigating and reporting allegations
of abuse/neglect by the Regional
Director of Clinica| Operations {RDCQ)
on 2/22/16. Department Managers,
including the Centrg| Supply Director
and ADON were re-educated regarding
abuse investigations and reporting
allegations of abuse/neglect on the day
of the survey 2/22/16 by the Murse
Educator, Facility staff including CNAs,
including CNA#SE, and LPNs, including
LPN#2 was re-educated on facility

policies on resident rights and
allegations of abuse, timely notification

of physician and fermnily, and resident
rights the Nurse Educator and DON on
2/20/16 through 2/22/16. Licensed
staff will be re-educated by the Nurse
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Educator/designee regarding the
F 225 | Continued From page 7 F 225 appropriate steps o be followed for
reporting aliegations of abusa, including
Medlcal record review revealed Resident #107 notification of physican, family per
was admitted to the facility on 4/1/14 with a facility policy by 03/16/16. By 03/16/15,
readmission date of 1/29/16 with diagnoses facility staff was re-educated by the
including Diabetes, Anemia, Heart Fallure, Hurse Educator {NE} and/or desfgnee on
Chronle ObBlrl.lclIVe Pulm onhary D'SEESB. Majﬂf resident rights and abuse/neglect,
Depressign, Panic Disorder, Presence of Cardiac
Pacemakes, Atrial Fibrillation and Respiratory C. With Respect to What Systemic
Failure. Measures have been put In place te
address the Stated Concern,
Review of & wilness statement dated 2/1/18 at
4:40 PM, revealed Resident #1907 had reporied Allegations of abuse/neglect will be
an allegation of abuse to the Assistant Director of addressed according to facility
Nursing {ADON) during an interview regarding standards, Including investigation and
anthel' res,denl’s Bueg‘aﬁul‘l Df abuaﬁ at lhe proper documentatiun of a"egaﬁons of
facﬂﬂy; COﬂﬂnLlBﬂ I'OVI'BW fevealEd “---ThEV abuse/neslm‘ reporting and
[Certified Nursing Assistants] [CNA] stayed in 2ppropriate follow up and resolution.
there playlng their games Whﬂe | Iaid in my bowe] The DONfADON and ADM were re-
maovement...l have cologne, degdorant. & fand] educated on Investigating and reporting
hairspray + [and] coid cream missing & [CNA's) allegations of abuse/neglect by the
would come in here hslp thelrseli to my stuff Reglonal Director of Clinical Operations
just fike they were @ [atthome...One girl was (RDCO} on 2/22/16. Department
taking my p!.t':ture, while | was using the pot...] Managers, inciuding the Central Supply
was angry... Director and ADON were re-educated
Review of a facilily investigation dated 2/10/16 ::ﬁif::: :;:;:ﬂ':::’ﬁg:;:’;;:::, et
revealed the facilily initiated an Investigation of he day of th 222716 by the
Resident #107's allegegation of abuse on 2/19/16 on the day af the survey Y
Nurse Educator, Fadility staff including
(18 days Iater)' CNAs and LPNs was re-educated on
Interview with the A dministrat or on 2/23/46 at facility policles on resident nghfs. and
10:00 AM, in the Administrator's office, confirmed ellegatlons of abuse, timely "°":°a“°“
the fa cﬂity had iﬂteNiEWBd Rasident #1 07 and of physician and family, and resident
were aware of the alisgations of abuse on 2/1/16. : rignts the Nurse Educatar and DON on
Continued interview revealed the facility faiied to i 2/20/16 through 2/22/16. Licensed
initiate an investigation Into the allegation of : staff will be re-educated by the Nurse
abuse untli 2/19, /18, Educator/designee regarding the

Medical record review ravealed Resldent #7146

appropriate steps to be followed for
reporting allegations of abuse, including

PRM CMS-2567{02-90) Previous Verslons Obaolgte

Event tD; Pazo1t

Fagilily 10 TNI 701

_—
I continuation sheet Page 8of20



From:

03/24/2016 THU 14148

FAX B6E5E3421638 Cept of Health

03/28/2016 14:10 #156 P.011/031

@o10/030
PRINTED; 03/24/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERV 5 MB NG, 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURvVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING . GCOMPLETED
445237 B. WING 02/23/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZiF CODE
70T WEST MAIN BLVD
CHURCH HILL CARE & REHAB CTR CHURCH HILL, TN 378 42
st Y ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
é’é‘é’;ﬁ {EAGH %EN:Y MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG mOSS-REFERESIgggIEg g‘gﬁ APPROPRIATE DATE
T notification of physictan, family par
F 228 | Continued From page 8 F 225 facility policy by 03/16/16. ey 03/16/16,

was admitted to the facilly on 2/4/15 with
dlaghoses including Difficulty in Walking, Muscle
Weakness, Altered Mentai Status, Dementia
without Behavioral Disturbance, and Diabstes
Mellitus Type 2,

Raview of facility policy Abuse Prevention
Standard, last revised September 2015, revealed,
*...Any complaini, allegation, observation or
Suspicion of resident abuse...is to be theroughly
reported...” Continued review revealed, *,..a5
soon &s the facility (s aware of a sifuation that
meets the reporting requirernents, they must
immediately notify the sdministrator, and other
ofﬁciats...REporﬁng is not expected to take 24
hours...”

Review of a facility investigation dated 2/1/16
revealad the facilty initiated an investigation
related to an allegation of abuse by resident #14¢
"...rasidenl reported to CNA, in shower room, that
other CNAs were too loud & rough with her. Dept
[Department Manager) on duty spoke with
residant and resident stated that two staff are
rude and tell her she can' talk to others, States
won't take her to the bathroom.. ook her to
bathroom and scraped her arm..

Review of a Witness Statement Report dated
2/1/16 and timed 12:24 PM, and signed by the
ADON, revealsd tha facility interviewed Resident
#146 regarding the abuse allegation. Conftinued
review revealed the resident reported, .. Threw
me Into the shower chair and knocked the pee
cut of me,. "

Interview with the Adminlstrator on 2/18/16 at
2:47 PM, in the Administrator's office, revealad
the Administrator Initiated the invesligation of

facility staff was re-educated by the
Nurse Educator (NE) and/or designes on
resident rights and abuse/neglect,
Educatlon Included how 1o report
toncerns; a review of policy to addrass,
investigate and resolve the concerns,
what to do if a concern Is not addressed
in a timely manner after it is reported.
Newly hired staff receives abuse
investigations and reporting allegations
of abuse/neglect, timely notification of
physictan and family, and resident rlghts
education during the ofientation
process and at Jaast annirally,

applied the hemorrhoid cream received
a disciplinary action by the ADON on
10/30/15 when he returneg from
suspension and The DON/designee will
conduct dally aydns by reviewing the 24
hour repart and any Grievance/Concern
In 1o the Maorning Meeting designee
using the audi 1ool, “QAPI Daily
Focused Rounds Fopm to document
any Issues ard then Initiate actions
required to ensyre the deflcient practice
does not rececyr, Audits will ba
conducted daily for foyr weeks, then
three times a week for four weeks, then
weekly for four weeks, then randomly
thereafter,

D. with Respect 1o How the Plan of
Cortective Measures will be monktored:

Allegations of abuse/neglect are
immediately Yeported to 2 supervisor
and decumented by staff receiving the
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T
aliegatlon and then those allegations
F 225 Continued From page 9 F 228 are monitored and discussed Monday
Resident #146's allegation of abuse on 2/1/18. through Friday i the moming meeting
by the facility Adminlstrator {ADM}
lntervis}w wilthicensed Praclical Nursh? {LPN) #2 Soclal Services Director and DON.
on 2/108/16 at 2:45 PM, at the D-wing Nurse Cancarns reported on a weekend are
Station, revealed CNA #5 had reported to LPN #2 immedlately reviewed by the ADM;DON
on 1/30/16 an allegation of abuse reporied by for appropriate corrective actions. The
Resldent #146. Continued Interviaw revealed DON/designee reviews the concern to
Cll;IhA ri&s retiﬁorte?‘;o ithte ll-:N :‘...Ihey ‘I.;EI:E rough determine f they have been properly
W er...threw nic the showar chajr., .* document ;
Continued intarview reveaied LPN #2 then n::;?,i"bzdr:;::::ﬁﬂf:::f:a"ﬂf t
reparted the allegation of abusa to the manager faciity standards. The AOM/DON jc
on duty Immediately, res ' .
ponsible for reporting any incigent
. , hat fits the state protocol for reporting
Interview with the Central Supply Manager )
[Manager on Duly] on 2/19/16 at 2:55 BM, in the one siate 2gency. The ADM/DON atso
conference room, revealed LPN #2 had feporied i ts; rasults of the
the allagatlon of abuse made by resident #146 to ncn_ fan nvestigations review to the
the Central Supply Manager between 8:30 AM Quality Assurance Performance
and 8:06 AM on 1/30/16. Continued interview Neprovement (QARY) Commitee
reveated the Central Su pply Mana ger was told Necessary in'terventaons are developad
that 3 employees were alleged to have been and appropriate actlons taken by the
hugging and kisting in the resident's room and AOM/DON In conjunction with the AP!
had *...out [Resident #146) 106 hard on shower committee. When current
chair. ® Conﬂnuad interview revealed the Central : Interventions are not producing the
Supply Manager then went fo interview resident | desired outcome or resolution to prior
#146 and the resident told the Central Supply | lssues, the ADM/DON in conjunction
Manager “...told me put foo hard on shewer chair i with the QAPI committee will develop
and made [resident] pee..." Further interview ! ahternate interventions until compliance
revealed the Central Supply Manager contacted ! Iachieved,
the ADON and reported the allegation of abuse to
her at approximately 10:00 AM an 1/30/18,
Interview with the Administrator on 212216 at
11:00 AM, in the conference room, confirmad the
facility falled 1o report the allagation of abuse to
the State Survey Agency.
F 228 | 483.13(c) DEVELOR/IMPLMENT [ 296
88=E | ABUSE/NEGLECT, ETC POLICIES
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F 226 | Continued From pags 10 F226| - Fae /19426
. : LA With ii
The facilly must develop and impiement written A- With respect to the specific

policies and procedures that prohibit
mistreatment, neglect, and ahuse of residenis
and misappropriation of resident property,

This REQUIREMENT is not met as evidenced

b »

Byz‘ased on review of facility policy, medicel record
raview, review of facility staffing, review of facility
documentation, and Interview, the facility taiied tp
suspend faclity staff during a facility investigation
of an allegation of abuse for 3 residents (#14g,
¥70, #92) of 7 residents reviewed for abuse, of 35
sampled residents,

The findings included:

Review of facility policy Abuge Prevention
Standard, revised September 2015, revealed,
"..Investigstion...all allegad viplations involving
misireatment, abuse or neglect wili be tharoughly
Invesligated by the facility under the direction of
the Administrator...” Continued revigw revealed,
"..Immediate Responss...2. Any employee
suspected (alleged) of abuse will ba suspended
as the Incident is reported: pending outcome of
the Investigation...”

Medicai record review revealed Resident #1468
was admitted to the facility on 2/4/15 with
diagnoses including Difficulty in Walking, Muscls
Weakness, Altered Menta) Status, Dementia
without Bahavioral Disturbance, and Diabates

Mellitus Type 2.
Medical record review of an annual Minimum

|

" Residents Cited:

- surveyor, the staff membper alleged to

. Involved was suspended on 2/8/16.

: employee terminated upon cempletion

i of the investigatiop, The rasults of the

© investigation were reported to the Dept.
* of Health initially on 2/8/16 and

Resident #146’s vent was reported
1/30/16 when the alteged staff
members were scheduled off, This
allegation was investigated and
unsubstantiated by the Administrator
and ADDN, Resident #146 was assessed
by the nurse on 1/30716 with no
reported injuries noted, The avent for
residant #70 was reported to a surveyor
by a visitor, whom, reported the event
occurred 2round November, 2015,
Upon notification of the report by the

have committed verha| abuse wag
suspended on 2/19/16 pending
outcome of the investigation, This
allegation was investigated during the
survey, found Unsubstantiated and
reparted to the Dept, of Health on
2/13/16. Resldent H70 was assessed by
the nurse and 1T during the month of
Navember with no changes noted from
baseline. Resident #701s also seen by
Psychiatric Consult, and has no reported
ill effects from alleged event. For the
event for rasident #92, the employee

Resident #92 was assassed bythe nurse
oh 2/7/16 with no injuries noted. This
allegation was substantiated and the
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followed up on 2/16/16 with final
F 228 | Continued From page 11 F 228 outcome.
Data Set (MDS) dated 2/1/16 revealed the
resident scored a 13 on the Brief interview for B. With Respect to How the Facility will
Mental Stalus (BIMS) Indicaling the resident was identify Residents with the Potential
cognltively intact, Continued review reveaied the for the Identified Concers and Take
resident required the extensive assist of two siaff Corrective Actlon:
for transfers and was tolally dependent with the
assist of one staff parsan for bathing. Residents have the potential to be
affected by the defigjent practice
Review of a faciiity investigation dated 2/1/15 allegation of fallure to follow facitity
revealed the facility inittated an investigation standards regarding suspending
related to an allegation of abuse by restdent #14¢ . emoloyees involved in abuse and
"...resident reported to CNA [Certifiad Nurge | neglect allegations, An audit of
Assistant], in shower room, that other CNAs were . resldents’ concerns regarding resident
too loud & [and] rough with her. Dept rights and abuse/neglact was done by
[Dspartment Manager] on duty spoke with the Admin. and ADCO on 2/22/16, and
resident and resident stated that two staff are na isstte regarding If employes
rude and tell her she can't talk to cthers. States suspensions were inltfated as required
won't take her to the bathroom...took her to per facilty standards and no other
bathroom and scraped her arm,, " Issues were identified. A review of Fast
Alert Reports, Resident Concerns Forms
Review of the Monthly Staff Schedule for and the Grievance Log was performed
February 2016 revealed CNAs #7 and #8 were by the Admin. and RDCO on 2/22/16 1o
scheduled to work on 2/1/1B from 5:00 AM to check for any allegations or concerns
2:00 PM on the A-wing halt of the faclity (the wing that should have been Investigated
RBSidEﬂl #1 46 rESidad). andfor reported or If emp}ovae
suspensions were required. No other
Review of a daily staffing assignment sheat for Issues wera Identified.
2/1/16 ravealed CNA #7 was asslgned to work
the C-wing of the buildlng slarling at 7:00 AN, €. With Respect to What Systemic
Continued review of the daily staffing assignment Measures have been put In place to
sheet revealed CNA #8 was assigned to work the address the Stated Concern,
D-wing of the building slarting at 7:00 AM.
Further review revealed, *,. These asslgnmenis Allegations of abuse/neglect will be
are not lo be changed per ADON [Assistant immediately addressed by
Direcfor of Nursing] for the day..." DON/ABON/AdmIn upon receipt of
- allegation according to facitity
Ravisw of CMA #7's time punch detail for 2/116 " standards, Including immediate
revealed the CNA clocked in for work at 5:59 AM * suspensions as necessary, investigation
and worked until 6:02 PM. Continued review
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From:

03/24/2016 THY 14: 49

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & EDICAID SERVICES

FAX B655542169 Dept of Healih

03/28/2016 14:11 #156 P.015/031

Gord/939

PRINTED: 03/24)2016
FORM APPROVED
OMB NO. 0938-0391

revealed CNA #7 was clocked out of work from
10:38 AM until 11:08 AM, and 3:30 PM unlii 4:00
PM.,

Review of CNA #8's time punch detail for 2/1/16
revealed CNA#8 clocked In for work at 7:03 AM
and clocked out of work at 3:00 PM. Continued
review revealed the CNA was clocked out of work
from 10:35 AM untll 11:04 AM.

interview with Licensed Practical Nurse (LPN) #2
Cn 2/119/18 at 2:45 PM, at the D-wing nurse
station, revealed CNA #8 had reported te the (PN
an allegation of abuse, which was told to CNA #8
by Resident #146. Continued interview revealed
CNA #8 reported to the LFN Resident #1486 told
her two employees (CNA #7, CNA #8) had
"...threw her [Residant #1 46] into shower chaijr.,*
Continued intervisw revealed tha two named
CNAs ware not working that weekend (1130116
and 1/31/16). Furiher interview revealed the LPN
then reported the allegation of abuse o the

manhager on duty,

Interview with Central Supply Manager [Manager
on Duty] on 2/19/16 at 2:55 PM, in the confarence
room, confirmed she was the manager on duty
the weekend of 1/30/16 and 1/31/16. Continued
interview revealed LPN #2 had reported to her the
allegation of abuse made by Resident #148 on
1/30/16 between 8:30 AM and 9:00 AM. Further
inlerview revealed the Central Supply Manager
then interviewed Resident #146 and confirmed
the resident reported the staff members {CNA ¥7,
CNA #8) had placed the resident on the shower
chalir "...[resldent] told me put too hard on shower
chalfr and made me pee...* Further interview with
the Central Supply Manager {Manager on Duty]

confirmed the the Central Supply Manager then

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
445237 B. WING . 02/23/2016
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and proper documentation of
F 228 | Continved From page 12 E22¢ allegations of abuse/neglect, reporting

and apprapriate follow up and
resolution. The DON/ADON and ADM
were re-educated on investigating and
reporting allegations of abuse/neglect
by the Reglonal Director of Clinical
Operations {RI3CO) on 2/22/16.
Department Managers were re-
educated regarding abuse investigations
and reporting alfegations of
abuse/neglect on the day of the survey
2/22/16 by the Nurse Educator. Facility
staff, including CNAg, including CNA#3,
#4, #5, 47, #8, and #10Central Supply
" Director, LPNs, inclading LPN#2 and #2,
and RNs was re-educated an facility
pollties an resident rights and
atlegations of abuse, timely notification
of physician and family, and resident
rights the Nurse Educator and DON on
2/20/16 through 2/22/16. Ucensed
staff wil be re-educated by the Nurse
Educator/designee regarding the
appropriate steps to be followed for
reporting allegations of abuse, including
- notification of physician, family per
 facliity policy by 63/16/16. By 03/16/16,
facility staff was in-serviced by the
Nurse Educator (iNE) and/or deslgnee on
resldent rights ang abuse/neglect,
Education included how to report,
concems; a review of poticy to address,
Investigate and resolve the concemns,
what 1o do if a concesn is not addressed
in a timely manner after It is reported.
Newly hired staff receives this education
during the orientation process and at
least annually.
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F 226 Continued From page 13 F 228 - The DON/designee will conduct daily
contacted the Assistant Dirsctor of Nurses Budits by reviewing the 24 hour report
(ADON) on 1/30/16 at approximately 1000 AM and any Grievance/Concern in to the
and reported Resident #146's alisgation of abuse, Moming Meeting designee using the

audit tool, *"QAR Daily Focused Rounds
Interview with the ADON on 2/19/16 at 5:40 AM, Form* to document any issues and then
in the conferenca room, confirmed the ADON was Initiate actlons required to ensure the
notified of the ellegation of abuse over the deficlent practice does not reoccur.
weekend [was unsure of the date]. Continued Audits will be conducted daily for four
interview revealed the ADON called the Centraf weeks, then three times a week for four
supply Managgr {unsure of the date] ovar the weeks, then weekly for four weeks, then
weekend, and had the Centra) Supply Manager rendomly thereafier,
change the wing assignments for the two named
CNAs (#7, #8) from thelr reguiarly scheduled D. With Respect to How the Plan of
assignments on A-Wing to the C and D-wings. Corrective Measures will be monitored:
Further interview confirmed the ADON contacted
the Administrator ovar the weekend [unsure of Allegations of abuse/neglect are
date] and the Administrator was-aware of the immediately reported to the supervisor
abuse allegation. Confinued interview confirmed and documented by staif receiving the
the ADON did not suspend the rnamed CNAs allegation and then those allegations
during the course of the abuse investigation. are monitored and discussed Monday
through Friday in the moming meeting
Interview with the Administrator and ADON on by the facllity Administrater (ADM)
2/22116 at 11:00 AM, in the conferencs room, Soclal Services Director and DON,
confirmed neither the Administrator or ADON Concerns reported on a weekend are
suspended the named CNAs (#7, #8) while the immediately reviewad by the ADM/DON
alegation of abuse wag being investigated, for appropriate corrective actions. The
DON/designes reviews the concern to
Meadiecal record review revealed Resident 476 wag determine if they have been property
admitted to the facility on 11/8/43 with dlagnoses documented and investigated and if It
including Anemia, Pressure Wicer, Parkinson's needs to be reported per state and
Disease, Major Depressive Disordar, and facility standards.  The ADM/DON is
Diabetes Mellitus Type 2. ; responsible for reporting any incident
. f that fits the state protocel for reporting
Review of a facility investigation dated 211718 to the state agency. The ADM/DON also
revealed, ",,.received complaint that CNA [CNA I report the results of the
#10]...had yelled @ résident, telllng !'“m to_ | incldents/investigations review to the
shut-up...” Continued review of the Investigation : Quality Assurance Performance
reveated the facllity was aware of the name of the
CNA who was alleged to have velled at resident
R CMS-2567(02-90} Pravious Vorslons Obsolela Event ID; Pazedq Fachly 1D: TNS?01 if contimustion sheet Paga 140125
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Improvement {QAPH Committee
F 226 | Continued Fr om page 14 F 226 Necessary interventions are developed
#76, Conilnuad revisw of the invastigation and appropriate actions taken by the
revesled, ...empiz)éee“suspended pending ABM/DON In conjunction with the QAPI
investigation 2/19/16. . Committee. When current

. interventions are net producing the
Review of {ime punch detall for CNA #10 revealed desired outcome or resofution to prior

the CNA clocked in to work on 2117116 at 11:53 -
AM and worked until 6:10 PM with a lunch bresik lssues, the ADM/DON In corjunction
from 3:40 PM to 4:10 PM. Continued review with the QAP committee will develop
revealed the CNA clocked into work on 2/18/1g at 2ltemate Interventions until compliance
5:56 AM and worked until 6:11 PM with a lunch 's achieved.

break from 10:50 AM untii 11:20 AM and from
3:45 PM untfl 4:13 PM. Further review revealed
the CNA worked in the facliity on 2/19/16 from
S:57 AM untit 8:57 AM. Continued review
revealed the resident wasg suspended from worl
2/19/16 at 10:00 AM.

Interview with the Administrator on 2/23/18 at
10:53 AM, in the Administrators office, confirmed
the facility failed to suspend the named CNA
immediately when became aware of the abuse
allegation, and confirmed the CNA continusd to
work in the facility white the abuse investigation
was ohgoing,

Medical record review reveated Rerident #92 wag
admitted to the facliity on 11/5/1 3, with diagnoses
including Dementia, Anxiety, Seizures,
Depressive Disorder, and Dysphagia (difficutty
swallowing).

Medical record review of the guartery Minimum
Data Set dated 1/24/1 6, revealed Resident #o2
had a Brief Interview of Mental Status (BIMS)
score of 2 indicating the resident was severely
cognitively impaired and requirad the lotal
assistance of staff members for all activities of
dally tiving. .
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F 228 ; Continued From page 15 F 225
Review of a facility Investigation incident report
daled 2/16/18, revealed on 2/7/1 6, CNA#3 was
feeding Resident #92 her breskfasi and LPN #1
was present in the room. Continued review of the
facllity investigation ravealed Resldent #92'g
daughter was standing outside of the resident's
room listening to what CNA 23 wes saying to her
maother. Continued review of the investigation
revealed both LPN #1 and the daughter heard
Resident #962 tell CNA #3 "np” whaen offereq
another bite of food but CNA #3 continued {o
5paon food into the resident's mouth, Continued
review revealed LPN #1 observed the incident,

Interview with RN #2 on 2/18/18, 28 12:10 PM,
near the 300/400 nurse's desk, revealed when
LPN #1 cailed her on 2/7/1 6, she reported that
CNA#3 and CNA #4 wera not gelling along and
she wanted CNA#3 off her unit now, Continued
inferview with RN #2 revealed LPN #1 had
feported to RN #2, Resident #02's daughter had
complained about how CNA #3 fed her malher.
Further interviaw confirmed CNA #3 worked the
remainder of her shift that day asslsting residents,

Interview with the Administrater and the ADON on
2/19/16, a1 4:20 PM, in the Administrator’s office,
revealad the Administrator was unaware of the
allegations of CNA #3 force feeding Resident #92
until she arrived st work on 2/8/18. Continued
interview with the ADON revealed RN #2 cafled
the ADON on 2/7/16 and stated that CNA #3 and
CNA #4 were arguing about thelr assignments
and that RN #2 moved CNA#3 to another unlt,
Continued interview revealed CNA #3 was
aliowed to finish her shift working with residents
on 2/7/18, and was scheduled off on 2/8M1e,
Continued interview ravealed the Administrator
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F 226 | Continued From page 16 F 226
and the Human Resources Manager called CNA
#3, on 2/9/18, via conference telephone call ang
terminated her. * F282
F 282 483.20(k)(3){l) SERVICES BY QUALIFIED F 282 3/19/16
88=D{ PERSONS/PER CARE FLAN | A With respect to the Specific
" Residents Cited:
The services provided or arranged by the facility _ soren
must be Pro“'h:‘e*j by qualifiad persons in Resident #88 is no langer 2 resident of
accordance with each resident’s written plan of the facility, as she expired 1/9/16. The
care, CNAN10 reported 1o have resigned from

Y

implement the care
sampled residents,

medications,

Diabetes Mellitus,

This REQUIREMENT is not met as evidenced
by.

Based on review of
Certifled Nursing Asslstantg (CNA) medical
record raview, review of personnel flles, review of
faclity investigation and interview,
(ailed to provide serviges by & qualified person for
1 residant (#88B)and the Taclity failed (o
plan for 1 resident {#92) of 35

The findings included:

Reviaw of the Job Cada
Assistant {CNA) dated 2/2/4 6, revealed CNAS did
notf have a duty or responsibility to administer

Medical record review revealeg Resident #88 was
admitted to facility on

including Muscle Weagkness, Pneumonia,
Osteoarthrosis, Anxiety,
Diverticulosis, Symbolic
Dysfunction, Difffcutty walking, Atrial Fibrillation,
and Chronic Airway Obstruotion.

the facllity Job Code for

the facliity

for Cortifled Nursing

7/2113, with diagnoses

Depressive Disorder,

hils position the same day on 10/30/15,
refusing 1o sign the disciplinary action
form presented by the ADON. This
event was a self-report to the Dept. of
Health on 10/23/15 by the
Administrator ang subsequently
investigated by the Dept. of Health
without any citeq deficiency. The event
where Resldent 453 was allegedly baing
improperly fod by CNA#3 was reported
to the Dept. of Health on 2/8/15 by the
Administrator This evant was
investigated, substantlated, and the
employee terminated for her actions
upon completion of the investigatlon on
2/9/16,

B. With Respect to How the Facllity will
Identify Residents with the Potential
for the identified Concern and Take
Cotrective Action:

Residtents have the potentlal to be
affected by the deficient practice
allegation of fajlyre to follow facility
standards FEgarding providing services
by a qualified person and/or per the

* restdent’s plan of care.
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A general audit of care delivery i
F 282 | Continued From page 17 F 282 practices by aides which includeg
Review of the Significant Change Minimum Data observation of incontinence care and :
Set, daled 11/18/15, revealad Resident #58 e feeding practices was done by i
Tequired extensive assistance of 2 siaff for bed DON/Nurse Educator on 10/23/15 and j
mobiliity, transfers, dressing and toileting. 2/8/16. No other issues were |
identified,
Review of the fagll} Stending Orders, no date,
revealed "...Hemorrhr:oid pan: ...name brand €. With Respect to What Systemic
(Hydrocortisone) or suppository every 6 hours Measures have been put In place to
FRN [as needed}..." address the Stateg Concern,
Review of a Record of Coungeling, dated On 10/23/15 the BON/designee re-
10/30/16, revealed *... [CNA name)...Practicing educated nursing staff, ncluding CNAs
ouiside scopa of practice (Adminlsiering and LPNs regarding practicing within
medication to a resident),.." their scope of practice, including
application of creams when ordased by
Review of the, Witness Statament Report signed the physician. By 03/16/16, licensed
and dated 10/23/15, by CNA #10 confirmed he staff and CNAs were re-educated by the
had applisd hemorrhold craam to Resident #88. Nurse Educator (NE} on practicing
within their scope of Practice, including
Telephone interview with CNA 21 B on 2/22/16 o1 application of creams when ordered by
5:20 PM, in the conference room, confirmed he llcensed staff only and providing care
had applied the hemorrhold cream to the services per the resident’s plan of care,
resident, . including allowlng adequata eating
time. Newly hired staff receives
Intarview with the Assistant Director of Nursing on education on practicing within thelr
2/22/16 at 2:50 PM, in the corferance room, scope of practice, including application
confirmed the facility had failed to ensure the ' of creams when ordered by the
medications were baing adminlstersg bya physiclan during the orlentation process
qualifled person, and at feast annually,
Medical record review revealed Resident #92 was By 03/16/26, Department Managers
admitied to the facliity on 11/5/13, with diagnoses {DM) were re-educated by the NE
Including Dementia, Anxiety, Selzures, regarding observing and reporting any
Depressive Disorder, and Dysphagia (difficulty <ancerns of aldes providing care outside
swallowing), their scope of practice andfor not
providing care as specified In the care
Medical record review of the quarterly Minimum plan, including allowing adequate eating
Data Set dated 1/24/18, revealad Resident #g2 time. The DM's wilt observe practices
had a Brisf Interview of Mental Status (BIMS)
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during thair daily rounds using the
F 282 | Continued From pags 18 F 282 Survey Preparedness form and report
Score of 2 indicating the resident was severely any issues during the daily standup and
cognitively impaired and required Ihe total stand down meetings. Any negative
assistance of staff members for all activities of findings will be immediately addressed
daily living. by the DON/designee. Audits wif be
conducted 5 times per weak for 12
Medical record review of Resident #82's care plan weeks, then randomly thereafter.
dated 11/21/13, and last reviewed on 1 /20118,
revealed “...has nutriiona| problem rit Diet D. With Respect to How the Plan of
restriclions...The resident needs a calm. quiﬂt Corrective Measuros will be monitored:
getting at meal timas with adequate eating time, "
The facility Administeator {ADM})
Review of a facllity Investigation incident report reviews the results of the audits in
daied 2/16/186, revesled on 2786, CNA #3 was conjunction with the QAPI commiteee.
feeding Resident #02 her breakfast and LPN #1 Any aberrancy reported has
was present in the room. Continued review of the Interventions developed and
facility investigation revealed Resident #92's appropriate actions taken by the ADM
daughter was standing qutside of the residentf's in conjunction with the QAR
room fistening fo what CNA #3 was saying to her Committee, When current
mother. Continued review of the investigation interventions are nat producing the
revealed both LPN #1 and the daughter hEErd desired outcome or resolution to prior
Resident #92 tell CNA #3 "ng" whan offerad lssues, the ADM in conjunction with the
another bite of food but CNA #3 continued to CAPI c'ommmee willd
. evelop alternate
spoon f°°d il'ltO the resident s mouth. interventions unti) tompliance is
Interview with the Administrator and the ADON on achieved.
2/10/16, at 4:20 PM, in the Adminlstrator's office,
confirmed Resident #92 was not fed her
breakfast on 2/7/118 with adequate ealing time s
her care plan stated,
F 371 483,35(i) FOOD PROCURE, F 371 F371 3/19/16
$8=F | STORE/PREPARE/SERVE SANITARY A With respect o the specific
The faellity must - Residents Cited:
{1) Procure food from sources approved or ! . . ;
considered safisfactory by Federal, State or looal The perforated Packaged, puree
auth O!‘iﬁES; and sha;:ed food was discarded by the
(2) Store, prepare, :iif!ribute and serve food ﬁﬁi'i'ﬁofﬁﬁlﬁl?fff; ::Z’T’S N
under Sanitary conditions deep 1/2 pans and placed directly on
ORM CMS-2667(02-08) Previcus Verstons Dbaplaln Evenl iD: POZo1y Facilty ID: TNaTeq if continuation shest Page 180f29
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the steam tabile by the CDM. The
F 371 Continued From pa & 19 F 371 temperatures found on the day of the
pag .
survey 2/16/16, were corrected hy
heating the foad to the proper
temperature before serving by the
CDM. The plates that had been dipped
were pulled and heated tg praper temp.
This REQUIREMENT is not met as evidenced by the COM. The lunch trays were
by pulied 2nd heated ta proper
Based on review of manufacture’s directions, temperature and the remaining pureed
observation, and interview, the facility failed to foad was heated to proper temp prior
provide food at appropriate temperatures for 20 to serving by the COM. On the day of
of 20 residents being served a pureed park the survey 2/17/16, Dietary Staff
product, and falled to restrain hair while prepatring members without proper hair nets were
and servlng food for 117 residents. instructed to leave the fine, apply ney
per facility standards, wash hands and
The findings Includad: retursl to the serving line by the COM.
Review of the manufacturer's directions for B. With Respact to How the Faciiity will
Pureed Shaped, Roast Pork revaaled Identify Resldents with the Potental
“...Steamer: Use perforated tear to portion far the Identifled Concern and Take
desifed numbef Of Sel“vings fl'om ‘tl‘ay. Plaoe Corrective Actlon:
frozen tray of meat (film side up} in perforated
sleam table pan. Steam 165 degrees F (20-30 Resldents have the potential to be
minutes). Cooking times will vary depending on affected by the deficient practice
the steamer load and pressure. After cooking allegation of failure 1o foltow facility
prOUUCt PIE:IGB h’ay ﬂlm 3;de down Bnd a"ow o policy regarding sanftary conditions of
stand for 3-5 minutes. Remove film, tum tray food. The perforated-packaged, pureed
upside down and push lightly on the bottom of shaped food is no longer in use. Pureed
each portion to release,,.." focds wifl be prepared by the dietary
staff. Pureed foods are to be pureed
Obse’\faﬂﬂﬂ on 2’18!1 6 at 11:35 AM. in the facﬂily and placed In 3 4-5In deep 1 /2 pans
kitehen with the Certified Dietary Manager (CDM), and placed directly on the steam table
I'eVBBLGd f;g’:;‘;’g;t:wngn;ﬁ.sgﬁ;‘ﬁl‘;:ée to be bythe Cook. An audit of sanitary food
sarved p \ service was done by the Certified
observalinn ravealed the CDM cahbra_ted a Dietary Manager (CDM), using a
thermometer to 32 degress Fahrenheil (F) » pulled “Sanitation Survey” audit of the food
1 package of the pureed premade pork out of the service areas within the facility on
steam oven, set the packa,ge on the table and 2/17/16 and any concerns were
inserted the thennomeler, into the mgg:}g:d d addressed as appropriate by the CDM.
obtained a reading of 120 degrees. us C. With Respect to What Systernic
FORM CMS-2587{02-95) Previous Vessions Obsojele Evanl 13:P8Zo11 Faclily ID: sheet Pags 20 of 20

Measures have bean put In place to
address the Statad Cancern,

A monitoring form developed by the
CDM Check List*, has been put inte
Place for the food temp specific far
pureed foods and making sure the cooks
have done them prior to, during
servicing time if needed and at the eng
it there Is enough food 10 measure
temperature. The COM will audit these
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tools daily and address any concerns
F 371 [ Continued From page 20 F 371 Immedately as indicated. On 2/24/15,
observation revealed the CDM pulled another Diatary staff, including Cooks #2 and 42,
package of promade pureed pork out from the ard Cook-helpers, was re-educated by
steam oven, set the package on the tabls, the COM on facility policies regarding
inserted the thermometer into the meat, and safe sanitary conditions, pureed food
agaln obtained a 120 degrees F reading. preparation, proper food temperatures
Interview with the CDM at that time confirmed the as well as proper covering of facial hair
120 degree F reading was “too tow”, and not the in all kitchen food preparation and feod
166 degrees required by the manufacturer. serving areasand on the proper way to
calibrate a thermometer and how to
Observation on 2/1 8/18, at 11:36 AM, in the take termnps and to document their
facility kitchen revealed Cook #1 was preparing findings. The Administrator re-educated
and serving food on the tray line, had a hair net the COM on facility policies regarding
on her head, with her bangs and hair on her laft safe sanitary conditions on 2/24/16. The
side hanging out of the hair net. COM/designee will conduct weekly
“Sanitatlon Survey” audits and
Obsarvation on 2/1 M7, at 4:55 PM in tha faaility docurnent any issues and place
kitchen revealed Cook #2 was serving food on requirements for corvection Into the
the tray line, had a haimet on her head, with her TELS system for resolution by the
bangs and the hair on her collar hanging out of maintenance, housekeeping or kitchen
the halr net. Interview with the COM on 2117118, staff, This audit will include
at 5:05 PM, in the Kitchen the CDiv conﬁrmad, . observations of dletary employees to
the fadli:y failed to ensure dietary steff hag their H verlfy those working in the kitchen and
halr restrajned when preparing and serv, ing food { food service areas have a hair restraint
for the residents. ! on and that all hair Is covered.
Observation on 217186 at 5:00 PM, with the CDM - D. With Respect to How the Plan of
in the facmty kitchen revealed, 10 trays ware Corractive Measures will be monitored:
prepared for residents with pureed premade pork,
Cenlinued observation revealed the dietary staff The COM or Dletitian wilt monitor audits
had the pureed premade pork, in unperforated regarding sanitary faod service monthly
steam table pans, sitting on a counter top. and report findings at monthly QAPL
COI'IﬁnUEd obsemation with the CDMr evealed the Facility Administrator or designee wilt
CDM again calibrated the lhermometer to 32 conduct random audits of sanitary food

degrees F. Continued observation revealad the
CDM pulied 1 package of the puresd premade
pork from the steam table pan, set it on the iable,
inserted the thermometer into the meat and
obtalned a reading of 142 degrees.

setvice and report findings at monthly
QAP] meeting. The ADM reviews the
results of the audit In conjunction with
the QAP commitiee. Any aberrancy
reperted has Interventions developed
. and appropriate actions taken by the
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ADM/DSM in conjunctian with the QaP|
F 371 | Contlnued From page 21 =371 Committee. When current
‘Interview with the COM on 2/17/16 at 5:00 PM, in interventions are not producing the
the facility kitehen, confirmed the pork was" not desired outcome or resolution to prior
hot erough”, the 142 degrea F reading was “too issues, the ADM/DON in conjunction
low", and not the 165 degrees required by the with the QAP committee will develop
manufacturer, alternate interventions until compifance
F 431 | 483.80(b), (d), (¢) DRUG RECORDS, F 431 s achieved.
$8=F | LABEL/STORE DRUGS & BIOLOGICALS :
Faz1 3/19/16
The facility must employ or obtain the services of
a licensed pharmacist who ostablishes a system A. With respect to the Specific
of records of receipt and disposition of all Residents Cited:
controlled drugs In sufficient detall 1o enable an
aceurate reconciliation; and determines that drug The expired vials, ports, collection
records are in order angd that an account of all tubes, pre-filled syringes, tube feeding
controlled drugs is maintained and periodicaliy supplies and medications clted was
reconeclled. discarded by the charge nurse and unit
managers at the time of survey 2/19/16
Drugs and biclogicals used in the facllity must be from the medication reom, and all
labeled In accordance with currently accepted medication carts. No resident was
professional principles, and include the affected,
appropriate accessory and cautionary
instructions, and the expiration date when B. With Respect to How the Facllity will
appilcable. identify Resldents with the Potental
for the Identified Concern and Take
In accordance with State and Federal laws, the Carreetive Action:
facility must store all drugs and blelogicals in
locked compartments under proper temperatura Residents recefving medications have
controls, and permit only authorlzed personnel to the potential to be affected by the
have access to the keys, daficient practice allegation of faiture to
foliow facllity poYicy regarding
The faclity must provide Separately lockad, medicatlan storage and administration.
permanently affixed compartmenis for storage of Audits of all medication carts for
controlled dI’UQS ifsted in Schedule i of the expiration dates were performed by the
Comprehensive Drug Abuse Preveniion and DON/designee through 2/19/16. Any
Control Act of 1976 and other drugs subject to expired medications found were
ahuse, except when the faclity usss single unnit Immedtately discarded by the
package drug distribution systems In which the - DON/designee,
quantity stored is minimal and a missing dose can
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be readily detected.

This REQUIREMENT g not met as evidenced

Based on review of fachily policy, observation
and interview, the facility failed to maintain 1 of 1
medication storage room, and 3 of 4 medication
carts {0 ensure expired medications and
medication-related supplies were disposed of
properly, and falled to store a medication at the
proper temperature.

The findings included:

Review of the facilily policy, Medicatian Storage In
the Facllity, dated August 2012 ravealad,
"...Outdated, contaminated, or deteriorated
medications and those in containers that are
crecked, soiled, or without sacure closures are
immediately remaved from stock, dispesed of
according to procedures for medication disposal
(see Section IE: Dlsposal of Medications and
medication-related supplies), and reorder from
the pharmacy...” Continued review of the policy,
revealed "...Medications requiting ‘refrigeration’ or
temperatures between Z degrees Celsius (36
degrees Fahrenheit) and 8 degrees Celsius (48
daprees Fahrenheit)' are kept in a refrigerator
with a thermometer to allow temperature
monitoring. Medications requiring storage 'in a
cool place’ are refrigerated uniess otherwise
diracted on the tabel,.."

Observation with Registered Nurse (RN) # 2, on
2/18/16 at 9:20 AM, In the Madication Select
Room, revealed 4 Y-Port connectors {used for

tube feeding) dated 12/2015 (explred), 12 blood

SUMMARY STATEIMENT OF DEFICIENCIES i} PROVIOER'S PLAN OF CORRECTION {Xs)
éﬁgﬁﬂ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULB BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERE[I;Ié:FEIg, 'ég g;{la APPROPRIATE DATE
C. With Respect ta What Systemnic
F 431 Continued From page 22 F 431

Measures have been put In place to
address the Stated Concemn.

By 03/16/16, facility nurses, including
LPNs, Including LPN#2, #3, and ¥4, and
RNs, including RN#Z, were educated by
the NE/designee on the importance of
chacking the expiration dates on alt
medications, collection tubes, pre-filled
syringes, tube feeding supplies, vials and
ports at least twice prior to use. The
education included diseussions an the
proper storage of medications, including
those medications requiring
refrigeration. Newly hired nurses
receives education on the importance of
checking the expiration dates o atl
medications, collection tubes, pra-filled
syringes, tube feeding supplies, vials and
Poris at least twice prior to use through
the orientation process and are re-
educated at laast annually by the Nurge
Educator.

The DON/designee will inspect
medication carts for expired products
weekly for 12 weeks and will also review
expired medication compliance sudits
each weekday using 8 “Cuality
Assurance Review Audit” form for 4
weeks, then weekly times one month.
Pharmacy Consuftant or deslgnee will
monitor monthly thry monthiy med
pass reviews and evaluate medication
carts for outdated medications and
report findings at mont hly QAPI
meeting. Issueswill be Immediately
addressed and corrected as necessary.
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collection tubes dated 12/2015 {explred), 2120
ounce contalners of steriie water dated 2/2015
and 10/2015 {expired), and 25 Heparin Flush
pre-filled syringes dated 9/2015 {expired).

Interview with RN #2, on 2/19/16 at 2:40 AM, in
the medication storage room, confirmed al the
items were expired and should have been
disposed of.

Observation with Licensed Practical Nurse {LPN)
#3, on 2/19/18 at 9:45 AM, on the 200 haliway,
reveaied an opened hotile of Dorzolamide-Timolol
eye drups stored on the medication cart with an
expiration date of 1/26/16.

Interview with LPN #3, on 2/18/18 at 9:45 AM, in
the 200 hallway, confirmed the medication was
expired and available for resldent use,

Observation with LPN #4, on 2119/16 at 10:00
AM, on the 100 hallway, revealed an opened
bottie of Vitamin B-6 tabiets stored on the
medication cart with an expirgtion date of 0115,

Interview with LPN #4, on 2/19116 at 10:05 AM,
on the 100 hallway, confirmed the medication
was expired and available for resident use.

Observation with LPN #2, on 2/19/16 at 10:15
AM, on the 400 hefiway, revealed an opened
botile of acidophiius with peciin stored on the
medication cart, with storage recommendstion to
refrigerate and with an expiration dale of 12/25/15

Interview with LPN #2, on 2/19/16 at 10:20 AM,
on the 400 hallway, confirmed the medication
should have been refrigerated, was explred and
was avallable for resident yse,

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION [X6}
PREFIX (CACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CHOBS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENGY}
D. With Respect to How the Plan of
F 431 Cominued From page 23 F 431 Corrective Measures will be monltored:

DON or designee will review alt audits
and report findings at monthly QAPt
meeting for resofution, The ADM/DON
reviaws the results of the audit in
conjunction with the QAP| committee or
designated subcommittee, Any
aberrancy reported has intervantions
developed and 3 ppropriate actions
taken by the ADM/DON in conjunction
with the QAPt Committee. When
cuirent interventions are not producing
the desired outeome or resolution to
prior issues, the ADM/DON in
canjunction with the 0AP) cemmittee
will develop alternate interventions

* untit compliance Is achiaved.

|
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F 431 | Continued From page 24 F 431
Interview with the Director of Nursing (DON), on
2/22/16 at 5:00 PM, in the 100 hallway, confirmed
the facility failed to ensure the policy for
medioation storage in the facility was being
foliowed, 41
F 441 | 483.85 INFECTION CONTROL, PREVENT Fda41 3/19/16

§8=D | SPREAD, LINENS

The facllity must establish and maintain en
Infection Control Program deslgned to provide a
safe, sanilary and comforiable environment and
to help prevent the davelopment and tfransmission
of disease and Infection.

A, With respect to the Specifie
Residents Cited:

The facility will maintain an Infection
Contro! Program designed ta provide a
safe, sanitary and comfortable
environment and to help prevent the
development and transmisslon of
disease and infection. Al residents
recelving In-house glucose monitoring
were assessed by the DON/designee on
2/17/16 and no negative findings were

(a) infection Control Program

The facility must establish an Infection Control
Program under which It -

(1) Investigates, controls, and prevents infections

in the facility; :
(2) Decides what procedures, such as isolafion, identified. Glucometers were observed
should be applied to an individual resident; and o be cleaned and disinfected between
(3) Maintains a record of incidents and corrective each resident use during the
actions related to infections. BON/designee assessment of all other
residents on 2/17/16 for the clinical .
(b) PI'EVBH'"I'IQ SDread of Infecilon staff working. LPN #5 was re-educated
(1) When the Infection Control Program regarding prevention of cross-
determines that a regident needs isolation to contamination and infection control on
prevent the spread of infection, the facility mus| the day of the survey 2/17/16 by the
isolate the resident. NE/designee. By 03/16/16, facifity
(2) The facility must prohibit empioyees with a furses were re-educated by the Nurse
communicabie disease or infected skin lesions Educator/designee on general Infection
from direct contact with resldents or their foaod, if Contral {IC} practlces, Including the
direct contact will transmit the disease, proper cleansing of glucometers priot to
(3) The facility must require staff to wash their . . useand proper hand washing prior to
hands afler each direc! resident contact for which i blood ghucose check. The NE/designes
hand washing is indicated by accepted i  wilt abserve Infection Control practices
professional practice, ! of staff weekdays, and Weekend

Manager will ohserve on weekends and

FORN CMS-2567(02-29) Provious Verslons Obeolele Evenl ID:PE2014 Fadillty ID: TNa7a9 If continuatlon sheet Page 25 of 29
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OEFIGIENCY)
document issues using a “Quality
F 441 | Continued From page 25 F 441 Assurance Review Audit” form for 12
weeks,
{(c) Linens
Personnel must handie, store, process and B. With Respect to How the Facillty will
tfransport linens so as to prevent the spread of Identify Residents with the Potential
infection. for the identifted Concern and Take
Corrective Action:
All restdents have the patential ta be
Thizs REQUIREMENT is nol met as evidenced affected by the deficient practice
by: allegation of fallure to follow facility
Based on review of facility policy, observation pelicy regarding Infection Control {ic)
and jnterview, the faciity failed to ensure practices including those receiving
prévention of cross contamination during the use blood glucose monitoring. Al facllity
of 1of 4 glucomelers (a device used to monitor blood glucese monitors were property
the Jevel of glucose in the blood) observed, cleaned per facility policy on 2/17/16 by
nuising staff. An observation audit of
The findings inciuded facility Infection Control practices was
: i done through 03/16/16 by the DON and
Reviaw of the facl!ily‘policy. Microdat Blood ! NEfdesignee. Any issues Identified were
Glucose Meter, datad 2011, revealed "The l corrected at the time of identification
Microdet blood glucose meter (glucometer) s .
cleaned and disinfected between each resident " € With Respect to What Systemic
test...” Measures have bean put in place to
address the Stated Concern,
Observation with Licensed Practical Nurse (LPN)
#5 during the medication pass, on 2/1716 at 8:30 8y 03/16/16, facility nurses, including
AM, on the 100 hallway, revealed tha nurse LPNHS, were re-educated by the Nurse
removed the glucometsr out of the medication Educator/designee on general Infection
cert, took it into the resident room, placed it on Control (IC} practices, inciuding the
the bed, obtained the blood glucose level, praper cleansing of glucometers prior to
disposed of the used fems, and returned the use and proper hand washing prior to
glucometer to the medication cart drawer without ' blood glucose check. The NE/deslgnee
cleaning the glucometer, : will observe Infection Control practices
| of staff weekdays, and Weekend
Inferview with LPN #5 on 2/17/16 at 8:395 AM, in , Manager will ebserve on weekends and
ihe 100 hallway revealed *.., we clean them if ¢ document Issues using 3 “Quality
they are visibly soiled...not sure what policy says ! Assurance Review Audit® form for 12
if they are 10 be cleaned between resident use...” ! weeks. The DON or designae will review
FORM CMS-2507{02-90) Pravious Versions Obaplote Event ID: PBZIN Faollity ID: TH3704 It continustion sheet Page 28 of 29
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DEFICIENCY}
ail audits and report findings at monthly
F 441 | Continued From page 26 F 441 QAP meeting, issues will be
Interview with the Assiatant Director of Nursing on immediately addressed and corrected as
2/18/16 at 1:55 PM, in the conference room, necessary.
confirmed the facliity faited to follow the policy for
the cleaning of the glucometer. D. With Respect to How the Plan of
F 502 433.75“)(1) ADMIMSTRATION F 502 Corrective Measures will be monltored:
55=D

The faclity must provide or obtain laboratory
servicas to meet the needs of its residents. The
Tacllity is responsible for the quality and Uimeliness
of the services.

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and interview,
the facliity falled to obtain tabs as ordered by the
physician for 2 residents (#77, #39,) of &
residents reviewed for unnecessary medications
of 35 sampled residents,

The findings included:

Review of facfiity policy, Laboratory
Pracedures/Other Diagnostic Services, Revised
2010, revealed, "...all laboratory services are
provided upon the order of the resident's
attending physician or a consultant physician as
authorized by the attending physician. Tha
attending physician will be notificd of the findings
of zll Iaboratory tests_..*

Medical record review revesled Resident #77 was
admitted to {ha facility on 7/7/14, with diagnoses
including Above the Knee Amputation, Peripheral
Vascular Disease, Bipolar Disorder, Anorexia,
Type 2 Dlabetes Mellitus with Neurapathy, and
Alzhalmer’s Demantia,

DON or designee wilt review all audits
and report findings at monthly QAP|
meeting for resolution, The ADM/DON
reviews the results of the gudit in
conjunction with the QAP! committee or
designated subcommittee. Any
aberrancy reported has interventions
developed and appropriate actions
taken by the ADM/DON in conjunction
with the QAPI Committee. When
current interventions are not producing
the deslred sutcome or resolution to
prior issues, the ADM/DON in
conjunction with the QAP committee
will develop altemnate interventions
until compliance is achieved.

F502

A, With respact to the Specific
Residents Cited;

Resldent #77's labs were reordered by
the physician and abtained 2/19/16;
results were obtained, MD notified by
the nurse, but gave no new orders.
Resident #39's labs were reardered and
obtalned 3/1/16, results wara obtained,
Mo notlfied by the nurse and no new
orders were given. Both residents were
assessed on 2/19/16 by the
DON/designee for any adverse effects

3/19/16
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Madical record review of a Physician's lelephone
order dated 2/10/186. revealed *,..1 Lo
[discontinue] Nephrocaps-AKA [above knee
ampuiation] healed. 2). Rapeat Albumin Level._"

Medicai record roview of Resident #77's
laboratory results, revealed the Alburnin level
ordered by the Physician on 2/10/16 had not been
obtained.

Interview with the Medical Records Director on
2/18/18, at 5:55 PM, in the canference room,
revealed the Albumin level the Physician ordered
on 2/10/18, had been drawn but the laboratory
technician lost the requisition form o the fest had
not been completed. Conlinued interview
sonfirmed the Albumin level was not redrawn, and
no systems were in place lo ensure Physicfan's
orders for laboratory tests wers completed.

Medical record review revealed Resident #38 was
admilted o the facility on 8/2112, with diagnoses
including Chronic Kidney Disease, Edema,
Hyperlension, Anemia, Dementia, Atherosclerotic
Disease, Peripheral Vascular Diseasa, Chronic
Obstructive Pulmonary Dispase, Mood Disorder,
Mzjor Depression and Anxiety.

Medical record review of the Medication Review
Report (physician recapitulation orders) dated
8/1/15 revealed a physician's order for *... BMP
{Basic Metabolic Panel) and Magnesium, every 3
months is due November, Fabruary, May,
August.."

Medical record review revesled no laboratory
reports for August 2015 and November 2015,

Interview with the Medical Records

~ and lab results fram the previous 60

. 2lert the staff when fabs were due for
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; related to the aileged practice, and no
F 502 Continued From page 27 F 502 " adverse findings were nated.

B. With Respect to How the Facllity will
Identify Resldents with the Patential
for the identified Concern and Take
Corrective Action:

Residents recelving diagnostlc services
have the potentiat to be affacted by the
deficient practice allegation of failure to
follow facility policy regarding physician
orders. An audit was performed by the
Clinicat DT on 2/19/16 of MD orders

days. Anyissues identifled wara
corrected at the time of [dentification.

C. With Respect to What Systemlc
Measures have been put in place to
address the Stated Concern,

Lab vendor contacted prior to and on
the day of the survay 2/19/16 and has
updated thelr current system to allow
for recurring labs to be scheduled,
Computerized Lab System was set up 1o

up 0 one year; however computer
glitch was not conslstently pulling the
data. Medical Records Nurse re-entered
scheduled labs due for all residents for
one year after glitch corrected, and has
manual list as well which will be used to
check off labs as completed, Nursing
staff will conduct lab order search daity

_ withinthe computer system to

" determine labs to be drawn and the

- clinical IDT will review In the weekday

_ dlinical rmeetings. The weekeng nursing

! supervisor will conduct the lab order

FORM CMS-2687(02-88) Pravious Varsiona Obenlale
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; appropriate 1ab wandor requisition will
F 502 | Continued From page 28 F 502 " occur and scheduled labs will be drawn
Coordinator/Licensed Practical Nurse on 2/19/16 as ordered on daiy basis by the nursing
at 11:15 AM, in the conference room, confirmed supervisor. Follow up to ensure process
the facility fatled o obtain the physician ordered completed will be done by the
lab work in Augus! 2015 and in November 2015 DON/designes by auditing fst of labs to
for Restdent #39, be drawn each day for folow up.

By 03/15/186, facility nurses were re-
educated by the NE/designee on
Importance of following physiclan
arders, including the requirement to
review MD progress notes and lab
arders after MD review and clarify and
properly document tab orders per
focility standards, Neawly hired nurses
will recetve this education through the
orieatation process and at least
annually. The DON/deslgnee will
review MD orders and medication
complance audits each weekday using a
“Quality Assurance Review Audit* form
far 4 weeks, then weekly times one
month. Pharmacy Consultant or
designee will monitor monthly and
evaluate M orders for compliance and
report findings at monthly QAP]

| meeting. Issues will be immediately
addressed and corrected as necessary.

| D. With Respect to Haw the Plan of
. Corrective Measures wlll be monitorad:

DON or designee will review all audits
and repart findings at monthiy QAPL
meeting for resclution. The ADM/DON
reviews the results of the audit in
conjunction with the QAPI commhttee or
designated subcommittee. Any
aberrancy reported has interventions
developed and appropriate actions
FORM CMS-2567{02-69) Previaus Verelons Obsolals Evant ID; PAZST1 FucllityiD: taken by the ADM/DON in conjunction  gpaga Pago 28 of 20
with the QAPI Committee. When
currant interventions are not producing
the desired outcame or resalution to
. prior issues, the ADM/DON in
- conjunction with the QAPI commitiee
" will develop alternate interventions
* untii compliance is achieved.




